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Fractures of the hand are commonly seen in the
emergency. Despite this, compartment syndrome of
the hand is an uncommon occurrence. The triad of
progressive pain, paralysis and increased pain on
passive stretch is a harbinger of impending ischae-
mic contracture.5 However, symptoms and signs of
compartment syndrome are confusing making its
assessment difficult.3 This delay in treatment can
cause catastrophic consequences like contracture,
infection or even amputation. We report a case of an
infant with compartment syndrome of the hand.Case report
A 12-month-old boy, playing at home, pulled at a
heavy weight that fell on his left hand. He was
brought to the emergency, 7 h after the injury. On
examination the child appeared at ease but his hand
was markedly swollen and rock-hard. The fingers
were splayed out and flexed. There was no local
tenderness on gentle pressure nor was passive
abduction or adduction of the fingers painful. Capil-
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Open access under CC BYination was equivocal. No voluntary finger
movement was seen. Radiographs showed a trans-
verse fracture of the second and the third meta-
carpal shafts (Fig. 1). A diagnosis of compartment
syndrome was made on clinical grounds and immedi-
ate fasciotomy performed. Three dorsal longitudi-
nal incisions were made over the second, third and
the fourth metacarpal shafts. There was marked
subcutaneous oedema. Using a blunt sinus probe
all the dorsal, volar and adductor compartments
were opened. The muscles were found to be grossly
haemorrhagic. The hardness, on palpation, had sig-
nificantly reduced after decompression. Nothing
specific was done for the fractures. The hand was
dressed, splinted and elevated. After 48 h, the
dressing was changed. The wounds were closed on
the fifth day. The parents did passive mobilization of
the fingers. After 2 weeks the splint was discarded
and the child encouraged to use his hand. No resi-
dual limitation of function was noted at 18 months
follow up.Discussion
Acute compartment syndrome is an uncommon com-
plication following upper limb trauma. Bunnell
et al.1 were the first to describe compartment
syndrome of hand in 1948. Constant awareness is
essential to detect it in the early stages. Although-NC-ND license.
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Figure 2 Cross section through the palm showing the ten
hand compartments. Arrows indicate the limiting mem-
brane: (1—4) the four dorsal interosseoei compartments;
(5—7) the three palmar interossei compartments; (8)
adductor pollicis compartment; (9) thenar space; and
(10) hypothenar space.
Figure 1 (a) Anteroposterior (b) lateral view showing a
widely displaced fracture of the metacarpal shafts. Note
the soft tissue swelling (arrow).
Figure 3 (a) Lateral (b) Anteroposterior view 1.5 years
after injury showing good remodelling of the fractures.clinical presentation can be confusing, the diagnosis
of impending compartment syndrome is essentially
clinical. By the time classical symptoms and signs
appear, tissue ischaemia is well established and
despite adequate decompression, residual perma-
nent impairment is inevitable.
The hallmark of tissue ischaemia is pain that is
persistent and progressive. Absence of pain, an
ominous sign, is seen late in the course of evolving
compartment syndrome and suggests nerve ischae-
mia.5 Assessing sensorimotor status in an infant is
difficult. The rock-hard hand on palpation was a
strong objective sign of an extremely tense com-
partment. proceeding to fasciotomy on clinical sus-
picion because the consequences of delaying
decompression may be devastating.4
A thorough understanding of the anatomy is cri-
tical for safe treatment. There are 10 compartments
in the hand (Fig. 2). Skin is a potentially significant
limiting structure and the number and length of skin
incisions should not be limited by concerns of cosm-
esis. With three longitudinal incisions placed overthe second, third and fourth metacarpal shafts, all
the interosseus compartments and the adductor
pollicis compartment can be adequately decom-
pressed. When doubt exists about any one compart-
ment, it should be decompressed.5 In the post-
operative period, elevation above the level of the
heart promotes venous outflow and reduces the
oedema. Secondary closure is usually possible within
a week. However, the scars are often hypertrophic.
This may be due to the existing tissue ischaema or
closure of the skin under tension. In the case
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on the fifth post-operative day. The three incisions
helped distribute the tension and the cosmetic
appearance was satisfactory. No residual limitation
of function was noted at 18 months follow-up
(Fig. 3). This is because there are fewer end arteries
in children2 and they have superior healing potential
compared to adults’.5
Diagnosis of compartment syndrome of the hand
in a child may be difficult. Awareness of such entity
along with a high index of suspicion is advised when
treating limb injury in a child. The consequences of
delay are devastating.References
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